Abstract
Introduction
Massive edema of the ovary will seldom by recognized at laparotomy, because the ovary resembles a solid, proliferative neo plasm. This clinico-pathological entity was described for the first time in 1969 by Kalstone et al. [4] , subsequently similar cases were documented. As much information as possible, building up the picture o f "mas sive ovarian edema", may possibly prevent the practice of unnecessary removal o f the ovary, so the addition o f two more cases to the literature seems justified.
Case report

Case 1
A 20-year-old nulli gravida was admitted to the gynecological department because of sudden right lower quadrant pain, together with nausea and vomiting. Three months before, identical complaints had subsided spontaneously. She had a regular menstrual cycle and a normal period 10 days prior to admission. General physical examination did not show any abnormalities and there was no virilization.
Pelvic examination revealed a tender adnexal mass, approximately 8 cm in dia meter. Laboratory findings were normal. At surgery the right ovary was enlarged, 9X6X4 cm, and its surface was smooth and glistening. The pedicle was twisted twice without clear signs of strangulation in the pedicle. The left ovary was slightly enlarged, diameter 4 cm. The right ovary resembled a solid proliferative neoplasm, and right oophorectomy was performed. The pathological report (J.A.J. Spaas) showed a macroscopic smooth, pale white, and gelatinous tumor.
Microscopically, the cortex and espec ially its underlying stroma were markedly edematous (Fig. 1) . The cortex showed multiple primordial follicles and small fol licle cysts (Fig. 2) . On high-power examin ation, small, dark, spindle-shaped cells were located in optically empty areas, in which thin strands o f fibrillary structures could be seen, together with a scattered group of Leydig-like or luteinized cells (Figs. 3 and  4 ). There were numerous dilated vessels, some of which were lymphatic in type, filled with eosinophilic material, and also some areas of necrosis and bleeding, with signs o f organization.
Case 2
A 16-year-old patient was seen by the gynecologist because of primary amenorrhea. General physical examination did show a male hair distribution which was familial.
Pelvic examination revealed a right adnexal
In t J Gynaecol Obstet 19
Ovarían edema 227 
Therapeutic consequences
In most cases the massive edematous ovary was removed because of its resemblance to a solid proliferative neoplasm. If the gynecologist is aware o f the possibility of massive ovarian edema at laparotomy, the ovary may be preserved. If (partial) torsion is found, attaching the ovary directly to the uterus can be considered. In this case the diagnosis has to be confirmed by frozen section before deciding on an ovarian saving method o f operative treatment. Recognition of this clinico-pathological entity may pos sibly prevent unnecessary oophorectomy in these young women.
